Background: Low levels of physical activity (PA) have been associated with increased risk for cardiovascular disease (CVD) and type 2 diabetes (T2D), but few studies have examined whether meeting international PA guidelines is associated with reduced risk in a black South African (SA) population. The aims of this study were to compare body composition and cardio-metabolic risk factors for CVD and T2D between active and inactive groups (part 1, cross-sectional analysis) and, to determine whether PA level predicts changes in body composition and cardio-metabolic risk factors for CVD and T2D at follow-up after 5.5-years (part 2, longitudinal analysis).
Background
Data from longitudinal cohort studies conducted in the USA have shown that when physical activity (PA) is promoted, it has a positive impact by reducing the risk of cardiovascular disease (CVD) [1, 2] . Subsequently, the World Health Organization (WHO) has implemented several public health recommendations to increase PA, in an attempt to reduce disease risk. Accordingly, those who meet the global recommendations of PA for health are referred to as 'sufficiently active' and, engage in at least 150 minutes of moderate-intensity activity per week; or 75 minutes of vigorous-intensity activity per week; or an equivalent combination of moderate-to vigorous-intensity physical activity (MVPA) [3] .
To date, a wide range of methods has been used to measure PA in adults. These include self-report methods such as questionnaires, activity logs and diaries [4] . The WHO STEPwise approach to chronic disease risk factor surveillance (STEPS) was initiated in 2000, and uses the Global Physical Activity Questionnaire (GPAQ) to collect PA data in both high-income countries (HICs) [5] and low-and middle-income countries (LMICs) [6] defined by the World Bank. Benefits of its use include domainspecific PA data collected during work, transport and leisure time. Results from the most recent South African Demographic Health Survey (SADHS) [7] show that only 14% of women were sufficiently active, the majority of PA was achieved during leisure-time (53.9%), with a 13.1% difference shown between black African urban (49.8%) and rural (62.9%) groups. The contribution of work-and transport-related PA to overall PA (18.4% and 27.6%, respectively) were lower than leisure-time PA, with smaller differences between black African urban and rural groups (5.1% and 8.1%, respectively). In addition, women with no formal education were the most inactive (68%). In contrast, smaller studies in SA have shown black rural women accumulate more activity than black women living in urban settings [8] [9] [10] . These results therefore suggest that black urban SA women are a particularly vulnerable group for low levels of habitual PA.
Although previous SA studies have examined the association between PA, body composition and body fat distribution measures [11, 12] , most have used body mass index (BMI) and waist circumference (WC). To our knowledge there are no studies that have used more precise body composition and body fat distribution measures such as dual-energy x-ray absorptiometry (DXA) and computerised tomography (CT). This is important as PA has been shown to differentially alter body composition within the adipose tissue depots, with some studies showing greater relative changes in visceral adipose tissue (VAT) compared to subcutaneous adipose tissue (SAT) in response to exercise interventions [13, 14] . Black SA women have significantly less VAT and more abdominal SAT than white women, despite being more insulin resistant [15] [16] [17] , however no studies have examined the association between PA and these fat depots in this population.
Cross-sectional data from studies in Sub-Saharan Africa (SSA) [10, 18] support evidence from larger international prospective female cohort studies [19, 20] showing an inverse association between MVPA and cardio-metabolic disease risk. Results from small-scale SA and Cameroonian adult women studies showed similar inverse associations between PA energy expenditure (PAEE) and fasting plasma glucose levels [10, 21] , and 2-hour plasma glucose levels [18] . However, it remains unknown if being physically active (meeting global PA recommendations for health) [3] will reduce the risk and onset of CVD and type 2 diabetes (T2D) over time, particularly among women living in LMICs such as SA. Therefore, the aims of this study were i) to compare body composition measures and cardiometabolic risk factors for CVD and T2D between active and inactive groups and ii) to determine whether baseline PA level predicts changes in body composition and cardio-metabolic risk factors for CVD and T2D at the end of a 5.5-year follow-up period.
Methods

Participants
Participants included 240 apparently healthy premenopausal black SA women who were tested in 2005/6, the details of which have been published previously [22, 23] . The women were recruited from church groups, community centers, and universities and through the local press, and were included in the study if they were i) 18-45 years old; ii) had no known diseases and were not taking medications for T2D, hypertension, HIV/AIDS, or any other cardio-metabolic diseases; iii) were not pregnant, lactating or postmenopausal (self-reported); and iv) of SA ancestry (self-reported). For the purposes of this study, 9 women were excluded from the original cohort based on invalid PA data in 2005/6 as instructed by the GPAQ Analysis Guide [24] .
The original cohort (n = 231) of women were contacted and invited to participate in the follow-up study in 2010/11. Of the original sample 126 were non-contactable, 38 women refused to participate in the present study, 8 women disclosed they were HIV-positive and/or taking anti-retroviral medication, 1 woman was deceased, and another woman had recently given birth and was lactating. Voluntary HIV screening was performed and participants were further excluded on the basis of a confirmed positive test (Sanitests Home Test Kits, SA). Those who declined HIV screening were not excluded from the sample. Only 57 women of the original baseline sample underwent follow-up testing and were included in the follow-up subsample analysis. Testing procedures were identical to those at baseline. The same Xhosa-speaking fieldworker involved in the original baseline study assisted with the participant recruitment and testing at follow-up. Ethical approval for this research study (Ref. No. 101/2004 ) was obtained from the Research and Ethics Committee of the Faculty of Health Sciences, from the University of Cape Town.
Socio-economic status and behaviour/lifestyle factors
At baseline and follow-up, a socio-demographic questionnaire was administered that included measures of socio-economic status (SES), family history of CVD and T2D (first degree relatives), and behavioural/lifestyle factors. Four indicators of SES were used: education (completion of secondary school), employment, housing density and asset index. An asset index score was based on 14 items reflecting individual and household wealth and resources. This included electricity in the home, ownership of a television, radio, motor vehicle, fridge, stove/oven, washing machine, telephone, video machine, microwave, computer, cellular telephone and paid television channels. Participants were categorised as employed or unemployed. Students were categorised as unemployed. Housing density was defined as the number of persons in the household divided by the number of rooms. Behavioural/lifestyle factors included current smoking status (categorised as smoker or non-smoker), alcohol consumption based on average weekly intake of alcohol (categorised as women who consumed ≥1 drink per day as consumers of alcohol), and hormonal contraceptive use (oral or injectable vs. none).
Body composition assessment
Weight and height, in lightweight clothing without shoes, were measured using a standard scale and stadiometer, respectively (Detecto, Model UWE BW-150, Cardinal Scale Manufacturers, Webb City, Missouri, USA). WC at the level of umbilicus, and hip circumference at the greatest protuberance of the buttocks were measured.
Whole body composition, including fat mass (FM) and fat-free soft tissue mass (FFSTM), was measured by dual energy x-ray absorptiometry (DXA, Discovery-W®, software version 12.7.3.7; Hologic, Bedford, MA) according to standard procedures. In vivo precision (CV) was 0.7% and 1.67% for FFSTM and FM, respectively. Regional body fat distribution was characterised as central fat mass (CFM) and appendicular fat mass (AFM), as previously described [25] . Those participants whose body proportions exceeded the DXA scanning area were analysed using the arm-replacement method, which replaces the data obtained for the left arm with the data obtained for the right arm [26] . A single-slice computerised tomography (CT) (Toshiba X-press Helical Scanner®; Toshiba Medical Systems, Tokyo, Japan) scan was taken at the level of the L4-L5 lumbar vertebrae to determine VAT and SAT areas [27] .
Cardio-metabolic risk factors for CVD and T2D
Cardio-metabolic measurements including resting blood pressure (BP), fasting serum lipid levels, fasting plasma glucose and serum insulin concentrations were measured at baseline and follow up. After at least 5 minutes of seated rest, BP was measured three times at 1-minute intervals using an appropriate-sized cuff and an automated BP monitor (Omron® 711; Omron Health Care, Hamburg, Germany). An average of the last two readings was used for analyses.
Serum total cholesterol (TC) (intra-assay %CV: 0.4%), triglyceride (TG) (intra-assay %CV: 0.6%), and highdensity lipoprotein cholesterol (HDL-C) (intra-assay %CV: 0.55%) concentrations were measured on the Roche Modular Auto Analyzer (Roche/Hitachi Cobas C System from Roche Diagnostics GmbH, D-68298, Mannheim) using enzymatic colorimetric assays. Low-density lipoprotein cholesterol (LDL-C) was calculated using the Friedewald equation [28] . Fasting plasma glucose levels at baseline and follow-up were measured using the glucose oxidase method [(Baseline: Glucose Analyzer 2, Beckman Instruments, Fullerton, CA, USA with intraassay CV: 0.67%)] [Follow-up: YSI 2300 STAT PLUS, YSI Life Sciences, Yellow Springs, OH with intra-assay CV: 1.17% and inter-assay CV: 2.29%)]. An inter-method comparison was performed and yielded an inter-assay CV of 1.53%. Serum insulin levels were measured by a Microparticle Enzyme Immunoassay (MEIA) (AxSym Insulin Kit, Abbot, IL, USA) [Baseline: intra-assay CV: 2.3% and interassay CV: 3.2%)] [Follow-up: intra-assay CV: 3.28% and inter-assay CV: 5.45%)]. The homeostasis model of insulin resistance (HOMA-IR) was calculated from the fasting insulin and glucose concentrations at both baseline and follow-up [29] .
Physical activity
Physical activity data was collected using the GPAQ [24, 30] , which has been shown to be similarly reliable and valid for use in SA [7] , and with accelerometry as an objective PA measure in a LMIC context [31] . An introductory text explaining which activities to consider for each of the different domains, as well as the definitions of moderate-intensity and vigorous-intensity PA, was read out to each participant. Total PA time recorded in minutes per week (min/week) according to intensity bands (total moderate, total vigorous and MVPA) were calculated for each of the three domains (work, active commuting and leisure).
The WHO STEPwise approach to chronic disease risk factor surveillance (STEPS) uses the GPAQ and GPAQ Analysis Guide criteria to categorise active and inactive groups [24] . The large baseline cohort (n = 231) was categorised into the two activity groups. Those who met the following criteria were defined as active: 30 minutes of moderate-intensity activity or walking per day, on at least 5 days in a typical week; or 20 minutes of vigorousintensity activity per day on at least 3 days in a typical week; or 5 days of any combination of walking and moderate-or vigorous-intensity activities achieving a minimum of at least 600 MET-minutes per week. Those who did not meet these criteria were classified as inactive.
Statistical analysis
Data are presented as means ± standard deviations, or percentages (n). Chi-squared tests were used to examine differences between categorical data (behaviour/lifestyle factors) at baseline and follow-up. Non-normally distributed variables (PA, HDL-C, TG and serum insulin levels) were normalized by log transformation for parametric analyses.
Two-way analysis of covariance (ANCOVA) adjusting for differences in age was used to compare body composition and body fat distribution measures between active and inactive groups. Furthermore, an ANCOVA, adjusting for age, as well as age and weight, was used to compare cardio-metabolic outcomes measured between the two activity groups.
Changes in body composition, body fat distribution and cardio-metabolic outcome measurements over the 5.5-year follow-up period were assessed using repeated measures ANOVA, adjusting for age (for body composition outcomes), and age and weight (for cardiometabolic outcomes), with Tukey post-hoc analyses. Statistical significance was based on a p < 0.05. All data were analysed using STATISTICA version 10 (StatSoft Inc. Tulsa, OK, USA).
Results
Physical activity
According to the GPAQ [24] Analysis Guide criteria (http://www.who.int/chp/steps/resources/GPAQ_Analysis_ Guide.pdf), 61% of the women were classified as active. The individual and group PA data (min/week) for the active and inactive groups, broken down into the various intensity bands (total moderate, total vigorous and total moderate-vigorous) and domains (work-, transport-and leisure-time) according to the GPAQ criteria, are presented in Figure 1 and Table 1 . By design, women classified as active by definition reported more min/week, in all PA domains. Notably, the majority of PA time recorded by both groups was reported for transport (domain) and performed at a moderate intensity (walking). Table 1 ).
Baseline socio-demographic, body composition and body fat distribution characteristics in the PA groups
There were no differences in level of education, housing density or asset index between activity groups, however a larger proportion of women from the inactive group were employed (36.3 vs. 20.3%; p = 0.008). Few women smoked (12.2%) and there were no differences in alcohol consumption or hormonal contraceptive use between the activity groups.
Age at baseline, body composition and body fat distribution measurements of the PA groups are presented in Table 2 . The active group was significantly younger than the inactive group (p = 0.019) and therefore all subsequent analyses were adjusted for age. Height was not different between the activity groups, however all other measures of whole body fat were significantly lower in the active compared to the inactive group, even after adjusting for age. All absolute measures of regional body fat distribution, including waist and hip circumferences, central fat mass and appendicular fat mass were significantly lower in the active compared to the inactive group, however when expressed as a % of total fat mass, these differences were no longer significant. In addition, SAT was significantly lower in the active compared to the inactive group; however there was no significant difference in VAT or VAT/SAT.
Baseline cardio-metabolic outcomes in the PA groups
Baseline cardio-metabolic characteristics of the two PA groups are presented in Table 3 . The active group had significantly higher HDL-C concentrations, lower fasting serum insulin concentrations and lower HOMA-IR values compared to their inactive counterparts, before and after adjusting for age. However, these differences were no longer significant after adjusting for age and weight. None of the other cardio-metabolic outcomes were significantly different between activity groups.
Physical activity: baseline and follow-up
Similar to the original baseline cohort, in the subsample of women (n = 57) who were followed up after 5.5-years, 61.4% (n = 35) of the women were classified as active according to the GPAQ criteria, and 38.6% (n = 22) of the women were classified as inactive. As with the baseline cohort, the majority of PA time was spent in active commuting (transport domain of the GPAQ), particularly walking.
Changes in SES, body composition and body fat distribution from baseline to follow-up (5.5-years) in the PA groups SES (education, employment and asset index) increased significantly in both groups between baseline and follow-up (education: active 41.6 vs. 48.6%, p = 0.03 and inactive 36.3 vs. 45.4%, p = 0.02; employment: active 11.8 vs. 51.4%, p = 0.01 and inactive 31.8 vs. 40.9%, p = 0.02; asset index: active 6 vs. 9 household appliances, p = 0.03 and inactive 7 vs. 9 household appliances, p = 0.03). Although housing density remained unchanged in the active group, it increased significantly in those who were inactive (1.1 vs. 1.4 persons/ room, p = 0.03). There was a significant increase in smoking and alcohol consumption between baseline and follow-up in the active participants (smoking: 11.4 vs. 17.1%, p = 0.02 and alcohol consumption: 34.3 vs. 57.1%, p = 0.02), while smoking did not change and alcohol consumption decreased in their inactive counterparts (36.4 vs. 27.3%, p = 0.03). At follow-up, significantly less of the women in both groups were using hormonal contraceptives (active: 40.0 vs. 25.7%, p = 0.02 and inactive: 50.0 vs. 27.3%, p = 0.01). Overall, changes in SES and lifestyle were not different between the two activity groups. Body weight and DXA measures of body fatness and fat-free soft tissue mass increased significantly in both activity groups over the 5.5-year follow-up period (Table 4) . Notably, the mean % increase in central fat mass was greater than that of peripheral fat mass (appendicular fat mass) in both groups (active: 28.1 vs. 14.8% and inactive: 25.1 vs. 11.4%). Although SAT increased significantly over time in both groups (p = 0.004), VAT and VAT/SAT did not change significantly in either group over the 5.5-year follow-up period. Changes in body composition and body fat distribution were not different between the activity groups.
Changes in cardio-metabolic outcomes from baseline to follow-up (5.5-years) in the PA groups
Changes in the cardio-metabolic characteristics of the two activity groups from baseline to follow-up, adjusting for age, and age and body weight, are presented in Table 5 . There was a significant group × time interaction for diastolic blood pressure (DBP), such that DBP decreased in the active group, but did not change in the inactive group, after adjusting for age (p = 0.039), and age and weight (p = 0.035). Total cholesterol, LDL-C and TG serum lipid concentrations did not change over the 5.5-year follow-up period in either activity group, but HDL-C increased significantly in the inactive group after adjusting for age, but not age and weight. Fasting plasma glucose levels did not change over the follow-up period in either of the activity groups. However, fasting serum insulin and HOMA-IR were significantly lower in the active vs. inactive group at baseline and follow-up, after adjusting for age. When adjusting for age and weight, the group difference in fasting serum insulin remained significant; however the difference between the activity groups in HOMA-IR was no longer significant.
Discussion
The main findings of this study were that 61% of apparently healthy urban dwelling, black SA women in this cohort were classified as sufficiently active according to current GPAQ criteria, which are based on international physical activity recommendations for health [3] . Compared to those who failed to meet GPAQ criteria, the active women had lower body weight and body fat measures, as well as higher serum HDL-C concentrations, and were more insulin sensitive. These differences in cardio-metabolic variables between groups were mediated by body weight. However, being active at baseline did not attenuate the increase in weight that occurred over a 5.5-year follow-up period, but was associated with a significant decrease in DBP.
The findings of the cross-sectional component of this study have shown that women who were active were lighter and had less overall body fat compared to their less active counterparts. Notably, we found that waist circumference of the active group was significantly lower than that of the inactive group, but this was largely due to their lower SAT than VAT. International intervention studies have shown that a significant increase in PAEE is associated with a loss of fat mass from both the VAT and SAT regions [14, 36] . Failure to show a significant difference in VAT between the groups could partly be explained by the smaller sample that had CT measures, but may also relate to the relatively low VAT levels reported in black women from both the USA and SA [15] [16] [17] . Goedecke et al. [17] have showed that although both VAT and SAT were associated with reduced insulin sensitivity in black SA women, SAT was more closely related to insulin sensitivity than VAT. Thus, it seems plausible that a significantly lower SAT in black urban women who are sufficiently active may be linked to an improvement in their overall cardio-metabolic profile.
Of particular concern in the longitudinal component of this study was the significant increase in body weight (±7.3 kg) and fat mass (±4.8 kg) over the 5.5-year follow-up period in the free-living women, irrespective of their baseline activity group. Our results show that being active at baseline did not attenuate the increase in weight that occurred over a 5.5-year period in this sample of urban black SA women. Notably, there was a significantly greater increase in central fat mass compared to peripheral fat mass over the follow-up period in both groups. Furthermore, when using the energy balancerelated PA guidelines (≥225 min/week) (ASCM's 2009 Position Stand on PA and Weight Loss) [37] 61.4% of the women in our study were classified as active, however there was still no difference in weight gain between the active and inactive women over the 5.5-year followup period. Recent evidence from the SA National Health And Nutrition Examination Survey (SANHANES-1) [38] has highlighted similar age-related trends in weight gain with the largest increases in BMI and WC reported between the ages of 15 and 45 years. When comparing the secular changes in obesity in SA using the data from the SADHS [7] and SANHANES-1 [38] , there are significant increases in the prevalence of obesity in women, in particular black women (15-60 years). Evidence from large international prospective cohort studies [39] [40] [41] suggest that weight gain is due in part to aging, changes in PA levels, as well as other lifestyle changes, all of which are difficult to characterise [42] . Although results from Luke et al. [43] suggest activity energy expenditure (AEE) plays a limited role in age-related weight gain over a 3-
year period, which stems from a more recent metaanalysis comparing objectively measured AEE amongst adult women from HICs and LMICs [44] . To our knowledge, this is the first SA study to examine longitudinal changes in both weight and adiposity level in black urban women. Unfortunately, we were not able to measure the changes in PA over the follow-up period, which may have limited our ability to show an association between activity levels and changes in body composition. Further, GPAQ is reliant on the subjective recall of activity and is not able to accurately assess the intensity of the exercise bout. Future longitudinal studies in this high risk population, whose rate of obesity exceeds 37% (25-34 years) (SANHANES-1) [38] , should measure changes in PA in relation to changes in body composition (and cardio-metabolic outcomes) using objective measures of PA that capture not only the intensity of the activity, but also sedentary time.
At baseline, we also showed that women who were active had higher HDL-C levels and were more insulin sensitive (based on fasting insulin and HOMA-IR) compared to their less active counterparts. However, these effects were mediated by differences in body weight. These findings concur with those from other SA studies [10, 12] that showed that active black rural women had significantly higher HDL-C and lower TG concentrations than their inactive counterparts [12] . Furthermore, the most active and overweight (BMI ≥25 kg/m 2 ) women in the Transition and Health During Urbanisation of South Africa (THUSA) study had significantly lower LDL-C concentration and LDL-C:HDL-C ratio, as well as lower fasting serum insulin concentrations, than the inactive overweight women [12] . Despite the majority of women being overweight or obese, as well as very few participating in leisure-time PA, the cross-sectional data provides support for the current MVPA guidelines and the health-derived benefits (reduction in body fat and improved measures of insulin sensitivity) amongst those who met PA criteria. Despite an increase in body weight in both activity groups, we found that the higher level of insulin sensitivity in the active compared to the inactive group at baseline was still significant at follow up. This is an important and novel finding, and suggests that despite large increases in body fat, the effect of being previously active has lasting effects on insulin sensitivity. As mentioned, we were not able to track changes in PA over the 5.5-year follow-up period, so it is not known whether these women maintained their activity level over time. Nonetheless, this finding is of particular relevance in this population who has a high prevalence of insulin resistance and T2D [7, 38] . In a recent study reporting the prevalence of T2D in a cohort of black urban adults, which is representative of our sample, Peer et al. [45] found that the prevalence of T2D in women was 13.8% (n = 707). However, they found no association between PA levels using the GPAQ and prevalence of T2D, but showed a higher prevalence of physical inactivity in women with T2D compared those who were non-diabetic (11.6 vs. 6.1%, p = 0.035). Future studies are required to confirm our findings using objective measures of PA, as well as direct measures of insulin sensitivity and secretion. Overall, our results highlight the importance of meeting daily PA requirements and its relative influence in reducing cardiometabolic disease risk.
We also found that despite similar increases in body weight between the activity groups, being active at baseline was associated with a significant decrease in diastolic BP, even after adjusting for age and weight. Potential mechanisms for this finding include sympathetic neural stimulation in response to PA, which results in increased blood flow and vasodilation due to nitric oxide release that provides a stimulus for both acute and chronic changes in vascular function [46] . However, both systolic and DBP remained within a normal range after the 5.5-year period in both groups, and may be due to the relatively young age of the participants. Data from the SANHANES-1 [38] highlights the steady increase in the prevalence of hypertension among SA women across the lifespan (15-60 years). Thus, larger, prospective studies are needed to track possible agerelated changes in BP and their association with lifestyle and environmental factors known to affect vascular health [47] in this population.
PA at baseline was not associated with follow-up serum lipid concentrations, which remained relatively low in both groups, despite large increases in body weight over the 5.5year follow-up period. These findings support evidence from international and other SA studies showing that black women have a more favourable lipid profile when compared to other ethnic groups [48] [49] [50] [51] which may be explained, in part, by genetic differences [52] [53] [54] . For example, a recent gene-association study amongst black and white SA women (Ellman, personal communication) highlighted a number of 'protective' single nucleotide polymorphisms (SNPs) within the cholesteryl ester transfer protein (CETP B1/B2), lipoprotein lipase (LPL S/X) and proprotein convertase subtilisin/kexin type 9 (PCSK9 C/X) genes, which were associated with reduced serum lipid concentrations (LDL-C, TG, TC/HDL-C and TG/HDL-C ratios) in black, but not white women. Other behavioural/ lifestyle factors not measured in the study, namely dietary intake could also account for the ethnic differences in serum lipid concentrations.
The strengths of the study include the state-of-the-art measures of body fat and its distribution (DXA and CT). To our knowledge, this is the first study to examine PA as a determinant of change in body composition and cardio-metabolic risk for CVD and T2D over time in black SA women who are at a high risk of CVD. However, numerous limitations should be highlighted and include the use of a convenient sample of women resulting in only 25% of the original sample completing all follow-up tests. In addition, women who refused HIV screening at follow-up were not excluded from the study, which may potentially attenuate the change in body composition measurements. Blood samples for the longitudinal study were not analysed at the same time and using the same assay, which could have increased the variability between measures. Although the intra-assay variability was relatively low, we cannot exclude the possibility that the changes in circulating levels could be due to inter-assay variability. The change in PA level over the 5.5-year followup period was not measured. Unfortunately, we were only able to measure PA at baseline and did not measure the subjective changes in PA over the 5.5-year period. Future studies should use objective PA measures (accelerometry) to broaden our knowledge of the relationship between PA at different intensities, and changes in body composition and cardio-metabolic outcomes captured over time [55] , particularly in black SA women.
Conclusions
In conclusion, 61% of black apparently healthy women in the cohort were classified as sufficiently active. The majority of PA reported in both activity groups was for travelpurposes (walking), whereas more structured, leisure-time activity was low in this population group. Those who met the PA guidelines had lower body fat, higher serum HDL-C concentrations, and were more insulin sensitive than their inactive counterparts, with the effects of insulin sensitivity still being present at follow-up. However, being active at baseline did not attenuate the increase in body weight that occurred over a 5.5-year follow-up period, but was associated with a significant decrease in DBP. Overall the findings of this study highlight the importance of meeting PA guidelines to reduce cardio-metabolic risk in black SA women. Barriers and determinants of leisure-time PA amongst young black women in SA need to be identified. Furthermore, public health interventions aimed at promoting daily PA to reduce the burden of obesity and its associated morbidities in SA should be designed, implemented and their effectiveness measured.
